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Attachment 4.19B,

Methods & Standards for
Establishing Payment Rates
Service 7.C,

Durable Medical Equipment
and Supplies

MONTANA

L. Reimbursement for Durable Medical Equipment and Supplies shall not exceed the lower

of:

A.

The provider’s Usual and Customary Charge (“UCC”’) amount submitted on the claim
to Medicaid.

The Department’s fee schedule as follows:

1.

Specified fees for:

Durable Medical Equipment and supplies for which there is not a statistically
significant volume* or which includes variable modifications. These are
reimbursed at 90% of UCC.

Wheelchairs and accessories will be reimbursed at 80% of UCC.

Rental items listed as “capped” rental under Medicaid are limited to 12 months
rental. Rental for items needing frequent servicing as classified by Medicare can
be rented as long as the medical necessity exists. Other rentals are limited to
Medicaid purchase fee, or if no fee exists, the suppliers’ purchase price as long as
it is reasonable.

(a) . rental fees include all necessary supplies needed to operate rented
equipment for the month.

* A statistically significant volume of service is a number of services billed to the
Medicaid program during a calendar year which will provide sufficient data for
calculating a reasonable prevailing charge, using the Medicaid methods.
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Durable Medical Equipment
and Supplies

II. Reimbursement for home infusion therapy shall not exceed the lowest of:
A. The provider’s usual and customary charge of the therapy to the general public; or
B. The Medicaid fee established as a daily rate for home infusion therapy providers.
Daily rates for various therapies were established based on the usual and customary
charges reported by home infusion therapy providers in the State of Montana. The daily
rate for each therapy was derived by averaging the individual provider charges. The

Department worked with providers to reach agreement on reimbursement for individuals’
infusion therapies.
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